Introduction
Providing evidence-based interventions to persons who have sexually offended can be a challenging enterprise at the best of times. Any difficulties encountered are exacerbated further when clients presenting for treatment demonstrate significant treatment-interfering factors (e.g., problem-solving skills deficits, impulsivity, lack of motivation, narcissism, emotional dysregulation, denial/minimization). These barriers can seriously threaten the establishment of prosocial change and, ultimately, successful community integration. Clinical presentations to consider include clients with intellectual and other cognitive processing difficulties, severe and persistent mental health issues, or highly entrenched antisocial values and attitudes, in addition to clients with other presentations that are harder to categorize but who still show difficulties in treatment readiness (see Wilson, 2009) .
The principles of risk, need, and responsivity pervade the majority of Western correctional interventions. These principles (often referred to as the RNR model -see Andrews and Bonta, 2010) hold that interventions will be most effective when they match intensity of intervention to the client's assessed level of risk while specifically targeting individualized criminogenic needs (e.g., dynamic risk factors) in a fashion that takes into consideration the client's idiosyncrasies regarding treatment and his level of motivation to change. Clinicians working with clients who present significant barriers to treatment often face the greatest challenges in regard to developing and maintaining offender responsivity.
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This chapter addresses assessment, treatment, and risk management considerations that are important in establishing treatment readiness in clients with special needs. For our purposes, we consider 'special needs' to encompass a variety of clinical and behavioural presentations that create challenges for providers and clients alike. Included in this are intellectual and other cognitive processing disabilities, severe and persistent mental health conditions, highly entrenched antisociality (to the extent that it becomes a potent treatment-interfering factor), and other less common presentations that cause lessened treatment responsivity. We will focus on maintenance of prosocial gains through evidence-based interventions grounded in the RNR principles, as augmented by holistic treatment methodologies such as self-regulation theory and the good lives model. We will highlight techniques to increase client participation in the process of prosocial change, including a focus on treatment readiness techniques, motivational interviewing practices, and the development and implementation of safe and realistic community reintegration plans.
Key areas of comprehensive assessment Assessing risk
Over the last 20 years, professionals seeking to evaluate the risk for reoffence posed by persons who have sexually abused have encountered many new and improved methods and technologies. Previously, evaluators frequently used unstructured clinical judgement (see Monahan, 1981) based on case reports and personal experience. Contemporary risk assessors now have a variety of tools to aid in identifying clients at risk for future offending. Perhaps, the greatest step forward in the risk assessment endeavour was the advent of actuarial risk assessment instruments [ARAIs -e.g., Static-99R (Helmus et al., 2012), Mn-SOST-3 (Duwe and Freske, 2012) ]. Subsequently, additional measures have been proposed, including dynamic risk tools [e.g., SRA-FV (Thornton, 2002) ; VRS:SO (Olver et al., 2007) ], as well as a multitude of specialized indices designed to assess important aspects of clients' cognitive and behavioural presentations. In keeping with the principle of responsivity, specialized indices and measures have also been developed for special needs groups.
Current data regarding rates of reoffending suggest that these new tools have assisted in better managing risk (see Finkelhor and Jones, 2004; Helmus, 2009; Wilson et al., 2009) . In this section, we will consider the processes and tools available to clinicians attempting to assess the
